We describe a case of rapidly progressive upper airway obstruction due to tracheal Pseudomonas abscesses in a patient with acquired immunodeficiency syndrome. The case highlights the aggressive nature of Pseudomonas infections and the difficulty of eradicating this organism in patients infected with the human immunodeficiency virus.
A 40-year-old homosexual man, with a 1 0-year history of human immunodeficiency virus (HIV) infection, was admitted to hospital with 2 weeks of worsening shortness of breath, fever and cough. Three months previously, he had been admitted with Pseudomonas aeruginosa bacteraemia. One month later, he was readmitted with sinusitis and a new left upper lobe infiltrate. Blood and sputum cultures were negative and he improved on empiric antipseudomonas antibiotics. He was admitted on 1 January 1996 with a febrile neutropenia (leucocytes = 0.4 x 1i0/l, normal range 4.0-11.0) with a neutrophil nadir of 0.06 (normal range 2.0-7.5 x 109/l) and cough. This was on a background of chronic mild neutropenia over the previous year and was presumed to be aggravated by therapy with azido-thymidine (AZT) and rifabutin. However, discontinuation of these drugs resulted in only partial recovery of leucocytes to 0.9 x 1O9/i. Blood cultures again were negative and chest radiographs remained unchanged from the previous admission (figure 1). He showed clinical improvement after 2 weeks of antibiotics and empiric antifungal therapy (fluconazole, 800 mg once daily). He was admitted again one month later with fever and cough. Blood cultures were again negative and the chest radiograph remained unchanged from the previous admission. He showed clinical improvement after 2 weeks of antibiotics and was discharged. In the 2 weeks prior to his most recent admission, he developed progressive dyspnoea, productive cough, fever, and chills. The patient had no history of respiratory tract infections with Pneumocystis carinii or tuberculosis.
Physical examination revealed a thin, lethargic-looking man in moderate respiratory distress. His respiratory rate was 28 breaths/ min, blood pressure 180/70 mmHg, heart rate 107 beats/min, and his temperature was 39°C. There were findings suggestive of oral candidiasis. Pulmonary auscultation revealed diminished breath sounds, but no wheezing or stridor. Laboratory values revealed a white count of 6.6 x 109/l with neutrophils of 3.1 x 109/l; his CD4 count was 4. His haemoglobin was 10.8 g/dl, platelets were 321 x 109/l, and electrolytes and renal function were normal. The lactate dehydrogenase (LDH) was elevated at 1208 IU/l (LDH/PaO2 = 16.7), with an alkaline phosphatase of 652 IUll. Transami- 
